| INTRODUC TI ON
There has been a call for a more narrative approach within healthcare and a need to challenge some of the biomedical approaches that appear not to address patient concerns (Bohlmeijer, Kenyon, & Randall, 2011) . Within this paradigm, the importance of meaning and storytelling takes centre stage often rooted within a solidarity and emancipatory ethic. This paper focuses on narrative approaches to nursing care and how this can potentially be utilised within dementia support. Narrative approaches relate to the scientific method of inquiry, including narrative interviewing, naturalistic story gathering and organisational case studies (Greenhalgh, Russell, & Swinglehurst, 2005) . Narrative care rather relates to the clinical operationalising of these approaches as a therapeutic intervention or treatment (Baldwin, 2015) . Narrative care has been described as storytelling to promote health and well-being (Baldwin, 2015) , and although it remains a developing concept, this paper will attempt to explore some of the major threads and tenants of both narrative approaches and narrative care and its application to dementia care. Dementia care is particularly important to focus on as stigma and negative social constructions of people with dementia are common within both the scientific community and media representations that often depict dementia as 'narratives of tragedy' (Basting, 2009 ). This has led people with dementia to attempt to normalise their experiences and avoid the framing of their social identity as an 'Alzheimer's patient' (Beard & Fox, 2008; Beard & Neary, 2013) . This fear and stigma related to dementia is commonly expressed in people living with mild cognitive impairment who wished to avoid the 'death sentence' diagnosis of dementia (Beard & Neary, 2013) . Dementia care is also important to focus on as there is a wide perception that in people living with dementia, narrative foreclosure has ended life before death (Kaufman, 2006) . Narrative care may present a particularly helpful approach in both addressing stigma and challenging the 'social death' (Sweeting & Gilhooly, 1997) and further isolation and identity changes associated with living with dementia. Greenhalgh and Hurwitz (1999) highlight the complementary nature of narrative approaches for evidence-based practice. They assert that narrative frameworks do not challenge the hierarchy of evidence, but rather evidence-based practice explicitly presupposes This paper examines narrative approaches to care within the context of dementia. It reviews the function of stories and explores some of the narrative genres that shape the cultural perceptions of dementia. We argue that narrative intelligence within healthcare is an important element in nurturing communal self-identity for people living with dementia. Listening and responding to stories and the cultural framework that this encompasses is an embodied action that is not just related to cognitive recall but situates us within a cultural community. People with dementia may have challenges in maintaining narrative legitimacy in the face of fractured stories and incoherent narratives. Health professionals can offer support in reframing and presenting counterstories that maintain identities that can potentially be marginalised, silenced and open to narrative foreclosure. This process requires health professionals to be attentive and responsive to how patients with dementia and their supporters construct and position the stories they tell and the meaning(s) they attach to them.
| NARR ATIVE APPROACHE S TO C ARE

K E Y W O R D S
dementia, narrative analysis, patient-centred care an interpretive element in situating the patient encounter within a unique context. Narrative methods can also be used in quality improvement research (Greenhalgh et al., 2005) . Narrative approaches have been used in dementia care to explore individual care, for example, 'reminiscence work' (Webster & Haight, 2002) , life story work (Buckley, McCormack, & Ryan, 2013) or 'storywork' (Randall, 2010) .
This ranges from individual to group work, biographical interviewing or memoir writing (Villar & Serrat, 2017) . The limitations of such approaches can be characterised by Berendonk and Caine (2016) who suggest that care staff, in relation to life story work, sought biographical information from relatives rather than the person with dementia because this was more reliable and 'factual'. Narratives become of secondary importance to biographical facts for care staff.
Stories also may not sit comfortable with more task-orientated nursing practice. While acknowledging these specific narrative interventions, we wish to explore narrative in more informal ways through everyday conversation (Norrick, 2010) , as this represents the predominant way in which narrative shapes our social life (Riessman, 2008) . These 'small stories' (Georgakopoulou, 2007) provide opportunities to engage in narrative care and create meaningful communication within dementia care. Bruner (1986 Bruner ( , 1996 described two modes of thought to frame and interpret our worldview: paradigmatic and narrative. A paradigmatic approach is grounded in science and philosophy and explored within formal education, whereas narrative is the primary mode in both literature and life. Paradigmatic thought seeks logical proof, empirical inquiry and hypothesis generation, whereas narrative thought involves human intention and sense-making of the world we live in. It is to this mode of thought we explore and examine it through a performative narrative approach. A fundamental tenet of this ontological approach is to position our lives as 'storied' with identity narratively constructed. There are multiple truths, constructed by tellers who are socially and historically located (Bell, 2009; Riessman, 2003 Riessman, , 2008 . This approach to narrative has what Smith and Sparkes (2008) describe as a 'thin individual' and 'thick social relational' focus in relation to the self and identities. The 'self' is not fixed, singular and coherent, but rather storied selves and narrative identities are performative and therefore multiple, changing and unfixed. Language actively constructs the self, and it is through relationships that talk becomes the 'site' of self and identity work through a process of co-construction between speaker and listener.
| NARR ATIVE INQU IRY: WHAT ' S IN A S TO RY ?
In stressing this performative element within communication is not to suggest that identities are inauthentic but only to acknowledge that they are situated and achieved within social relationships. As Riessman (2003) Therefore, one of the primary areas of exploration is how social action develops into narrative form by the actors that take up this accounting. When patients enact stories they are accounting for meaning, they generate a plot from a series of otherwise meaningless chronological events and link this to a larger narrative whole. Lived experience is not linear but situated between a past and future and leads to an exploration of narrative time that conveys a position rather than a chronology (Bell, 2009; Frank, 1995) . Narrative time can be defined as events generated from an unfolding temporal whole in which meaning is not identified at the end but rather emerges through the narrator as a whole through start beginning and end. Narrative form is underpinned by the lucidity of the characterisation of events and not just how it affirms or connects with the plot. Action and motive are integral structuring devices and often situated with desire to be in a different place. Narrative time is dramatic, and similar to other authors, it must be a story worth hearing; the 'tellability' (Ochs & Capps, 2001 ) of a story is an essential element (Bruner, 1991; Frank, 2010) . Endings are uncertain with narrative time steeped in suspense and often situated in trouble (Mattingley, 1998 (Mattingley, , 2010 .
Stories require action and are investigations of events and generate the ways in which practices are accounted for, constructed, negotiated and contested. Narratives are never neutral recalls of facts and events, and there are no 'unsponsored texts' (Harris, 1989 ) without intentionality and purpose. Frank (2012) (Frank, 2010) .
| B IOMEDIC AL NARR ATIVE S
The framing of dementia within a biomedical context can pre- People live in networks rather than isolated from the social context of life; however, contemporary healthcare appears concerned with refocusing to an individualistic, disease-orientated approach that can be seen to negate both patient and carer involvement. This is reflected in the wider literature with Jurgens, Clissett, Gladman, and
Harwood (2012) suggesting (on acute hospital admission of their relative) that some carers, on the basis of previous experience, sought to delay admission for their relative with dementia, concerned that the process would be more harmful than the physical illness. For carers, the ward environment experience was variable, with concerns relating to symptoms and their cause, resisting early discharge, bed moves and lack of communication with professionals. There appeared a failure to address particular needs of the person with dementia or to seek information from family. Family carers thought staff were most concerned with delivering medical treatment and task-orientated care.
Moyle, Borbasi, Wallis, Olorenshaw, and Gracia (2010) In the enactment of this narrative structure, 'facts' or voices that do not coherently fulfil the narrative construct presented by the teller are sidelined. In the first genre, the sleuthing is constructed as a medical mystery to be solved and this can usually be enacted without recourse to family or friends or even the patient themselves as it can be solely diseased-focused. In the second cultural genre, healing as battling disease, the clinician and invading disease take centre stage. The body becomes the site of 'battle' with clinicians fighting this disease process and is typically characterised by military metaphors, such as the 'war on cancer' (see Sontag, 1978) . The final cultural genre, healing as machine repair, is taken from Davis-Floyd and St John's (1998) interpretation of the body as a machine that can therefore be 'fixable'. It provides a mechanical metaphoric framework in which the clinician becomes an advanced mechanic able to remove, replace or adapt parts of the body that may have broken down. In all these three cultural genres, both the person with dementia and the family/carers can be sidelined as superfluous to the healing process.
| DEMENTIA AND S ELFHOOD -' THE PER SON IN JEOPARDY '
Without the engagement and co-operation of others within social context, there is no meaningful construction of 'selfhood'. Positioning and framing people with early stage of dementia can, as Sabat and Harre (1992) indicate, 'place a person in a certain amount of jeopardy' (p. 454). This jeopardy can be identified in two major limitations placed on narrative agency of people with dementia (Baldwin, 2009 ): first, the narrowly defined nature of linguistic and narrative convention(s), and second, the limited opportunities for narrativity with people living with dementia. As Bruner (2002) (Table 1 ).
This interpretation of memory reminds us of our innate ability to emplot and story our lives in the presence of cognitive failure.
The cognitive status of older people is part of the cognitive status of people at all ages because memory is adaptable at all ages. 'Reducing people to their brains and isolating them as sick and marginal in the name of cognitive care harms memory, which is continual even when forgetful' (Katz, 2013, p. 311) . The pathologising of memory within a biomedical framework reduces memory problems to individual cognitive dysfunction rather than seeing the diverse context and form in which memory is transmitted and employed. This focus on issues of embodiment is also explored by Kontos (2005) to an individualistic, disease-orientated approach that can be seen to negate carer involvement. Bartlett and O'Connor (2007) contest the boundary of personhood in that they challenge the extent to which this conceptualisation promotes agency: if it is endowed upon someone with dementia, then it is a category assigned, and the person becomes a TA B L E 1 Mediaeval constructions of memory (Katz, 2013) and counternarratives (Nelson, 2001 ) is an important element of resistance to biomedical discourses.
Our narrative lives are often presented/perceived as coherent, unique and unified, but as Butler (2005) 
| NARR ATIVE C ARE AND DEMENTIA
Narrative care privileges the stories and narratives people tell to interpret, contextualise and make sense of the disruption(s) that illness and disability cause. This is relational and grounded in the cultural discourses that shape and structure our lives. Narrative care develops a 'language of opening' that serves as a counterpoint to the medical model's 'language of limits' (Vittoria, 1999) . Vittoria (1999) reports on the nursing assistant's use of language in a residential facility for people living with dementia. This paper highlights how care staff use a process of: The biomedical framing within medical encounters is a key concern within narrative care. Frank (2004) highlights a protocol-driven system that fails to examine the cultural frame in which it is heard. If the answer to a question does not fit with health professional expectations, then patients could face difficulty getting the care needed. Mattingley (2008) reminds us that narrative is connected to our capacity to read other minds, what she describes as narrative mind reading. Interpreting intentions is precipitated upon our capacity to situate actions within unfolding narrative frames. The interpretive act requires a capacity to assign motive within a situated unfolding story (Mattingley, 2008) .
One must be able to categorise or recognise an action within some sort of historical context in order to make it intelligible, and it must be positioned within a culturally shared story. Narrative mind reading becomes an everyday necessity in sense-making and is culturally situated and integral to the production of cultural knowledge. When A clinical example would be that health professionals attempt to assess the challenging behaviour of someone with a chest infection and living with dementia in a ward setting. The medical team may follow a common script of 'healing as sleuthing' (Mattingley, 2010) in attempting to make a diagnosis as to the cause. This may be diametrically opposite from the narrative of the patient or carers, and it does not merely represent a misreading of storylines, a misinterpretation by the consultant. The medical team is almost inevitably drawn into the plot of a problem patient because of a number of competing circumstances: a plot of a 'troublesome familiar stranger' (Mattingley, 2008; p. 145) Charon (2006) has also reflected on the hospital chart as a genre highlighting the controlled dictum, the prescribing of the grammatical tense and voice in which to write and record to the exclusion of emotion. By identifying a text's temporal scaffolding, one can highlight the narrative silencing that routinely occurs within formalised health care.
Biomedical framing by this process often excludes the moral agency of all human agents. There is not the presentation of a counternarrative described by Nelson (2001) but rather a refusal of narrative itself and the presentation of a chronicle in which it describes one thing after another, not one thing because of another. Kirmayer (2000) refers to this process as the creation of an ideological account, and this turning and reconstruction of narrative gives a specific kind of coherence to a story. It also gives the health professional technical control over both interpretation and continuation of the story and reinforces the reality to which it draws its structure. Frank (2015) comments that for effective narrative care, it requires proximity, the being there and listening to the stories to which we interpret our lives. This process is actively hampered by healthcare organisations in which honouring this commitment is troubled by persistent territorial disruptions over who stays how long and does what. It defines and tightly categorizes who patients and health professionals can be to and for each other (Frank, 2015) . Randall (1999) refers to narrative intelligence, in relation to biological ageing, as the capacity to formulate and to follow the story of our own lives. This narrative intelligence is innate and universal as we make sense of the world through story-making (Randall, 2014) .
| NARR ATIVE INTELLI G EN CE
A nurse's ability to 'read' narratives and cues from stories in everyday conversation is an integral part of narrative care. Charon (2004) develops this and refers to health professionals developing narrative competence within daily practice, and she defines this as the: (Frank, 2010) . In this sense, narrative competence becomes the ability to co-create, to co-imagine health care decisions that reflect both scientific knowledge and metaphoric or narrative knowledge by which we generate meaning within life events. We can co-create because stories must be culturally understandable to make sense and so we share these narrative frameworks as a community, whether we are health professionals, carers or patients. We can therefore recognise and respond and often adapt and reinterpret these stories in our response to hearing them. Charon (2006) The clinical borderlands of care are situated in encounters where two or more cultures edge each other, and they retain the properties of fluidity, identity making and potential marginalisation as cultural (mis) recognition can silence alternative narrative resources (Mattingley, 2010) . The ambiguous and contradictory nature of multiple cultural frames needs to be navigated within clinical encounters to prevent foreclosure of positive companion stories that support the making of self. For this to occur, health professionals need to be attentive to metaphor, allegory and how patients with dementia and their supporters tell the stories of events and how they interpret this within their
autobiography. An embodied understanding of dementia (Katz, 2013; Kontos, 2005) moves from personhood as an attribute bestowed on someone and acknowledges that stories are deeply embedded in our cultural frames, are tacit and predispose our interpretation of events.
Therefore, even if someone with dementia loses the ability to articulate this through language, there is an intentionality grounded in narrative genres that generate stories and culturally frame our lives.
Clinically, this can be enacted by nurses understanding an individual's embodied narrative (Randall & McKim, 2008) Temporality refers to the time needed to generate 'healing', to engage in collective narratives through collaboration and listening. 2. Singularity highlights the unique nature of narrative encounters in both their originality and irreproducibility. 3. Causality calls for a narrative structure and emplotment(s) that contextualise stories and make them culturally recognisable. 4. Intersubjectivity is essentially the interaction between two individuals: a meeting between teller and listener. 5. Ethicality is imbued within narrative approaches as the coda of stories often hinges on a call to ethical living as either a question or answer.
promotes positive social between individual with dementia (Mok & Muller, 2014) . This is important because even with advanced dementia, there is evidence of turn-taking in conversation (Mikesell, 2009) , routine sequences (Kitzinger & Jones, 2007) , attempts to repair conversations (Muller & Guendouzi, 2005) and the deployment of laughter as a strategy to establish competency (Lindholm, 2008) . This is a process that is more than a mere cognitive ability or memory retrieval but is embodied in emotion, action and communal living (Kontos, 2005) .
Narrative care is nuanced. It is not merely operationalised by such interventions as dementia reminiscence therapy to explore our storied lives. It is actively seeking and supporting how people navigate stories, interpret them, use them and adapt them in attempting to address how to live in the face of chronic illness and frailty. It requires 'small stories' (Berendonk, Blix, Randall, Baldwin, & Caine, 2017 ) that can connect and become sense-making.
| CON CLUS ION
Narrative mind reading (Mattingley, 2008) is required by health professionals to avoid positioning people with dementia as 'flat' characters whose self-narrative becomes an insignificant subtext to the plot of diagnosis, treatment and recovery. Addressing these issues is complex and requires listening and being attentive to the silencing of patients' narratives and the networks that hold and nurture the human identity that stories provide. Health transformation starts with small stories, counternarratives that position themselves, gain traction and agitate for change in the face of narrative silencing.
Active listening by health professionals can facilitate this process and provide support that challenges master narratives of biomedicine that may hinder narrative expression.
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